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Piracicaba Dental School—UNICAMP, Piracicaba, Sa˜o Paulo, BrazilReceived 3 October 2005; accepted 5 October 2005Summary The findings of a computed tomography (CT) and magnetic resonance (MR) are
reported in this study for a odontogenic myxoma arising in the maxilla of a 22 years-old Brazil-
ian woman. The CT showed an expansive formation of circular aspect located in the alveolar
process of the left maxilla with slight heterogeneous distinction after iodinized contrast. Uni-
lateral crowding with displacement of some dental elements inside the lesion was shown in the
MR and CT images. The MR images showed a well-defined and smooth-walled mass lesion with
low signal intensity on T1-weighted images and high-signal intensity on T2-weighted images.
The treatment of choice was a surgical tumoral resection and three applications of cryotherap-
heutic agent for 1 min in the same surgical time with interval of 5 min between them.c 2005 Elsevier Ltd. All rights reserved.
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liIntroduction
Odontogenic myxoma is a mesenchymal tissue benign neo-
plasia, being relatively rare which is almost exclusively seen
in tooth-bearing areas.1 It is an asymptomatic lesion that
shows an infiltrative growth pattern. Such lesion causes a
destruction of the medullar bone and expansion of the cor-
tical bone. Frequently, the lesion is able of perforating and
invading the adjacent soft tissues and cortical bone. The le-
sion usually presents, approximately, 25% of recurrence,741-9409/$ - see front matter c 2005 Elsevier Ltd. All rights reserved
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E-mail address: raphaelnavarroaquilino@uol.com.br (R.N. Aqui-
no).mainly when the conservative treatment is proposed.2,3
The origin of odontogenic myxoma is still obscure. Cells of
the dental papilla, foliculous or periodontal ligament are
suspected of being the origin of this lesion.4 Other investiga-
tors believe that the fibroblast is the responsible cell that
allows the tumor to spread.2
Usually this lesion occurs in the second and third decades
of life,1,3 being rare in children and adults older than 50
years. The posterior region of the jaw is the most frequent
area where the neoplasia occurs, having a similar distribu-
tion in males and females.1,3 A histologic characteristic of
this tumor resembles the mesenchymal portion of a tooth
in development. The lesion is not encapsulated being
characterized by a proliferation of a few rounded cells,
fusiforms and star cells, being included in abundant.
Figure 1 (A) Axial Section—Hipoatenuate image with multilocular aspect in the left maxilla. Note the swelling to buccal and
lingual corticals and the presence of septaes into the lesion. (B) Coronal Section—Tumoral mass in contact with the maxillary sinus
floor with its displacement. Presence of cortical perforations at bucal and lingual sides.
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islands of odontogenic epithelial tissue can be found
scattered in such an estroma and they are important to
establish the diagnosis.
The treatment of this lesion is surgical, being enucle-
ation and curettage the favored technique.3 Because of its
infiltrative character, this lesion is difficult to be curet-
taged, and this explains its high recurrence rate. Cryother-
apy as an adjunct procedure to curettage can be used as
such technique minimizes the risk of recurrence.5,6
The objective of this study was describe a case of an
odontogenic myxoma In maxilla showing Its characteristics
In CT and MR Images such as the alternative treatment for
this kind of pathology.
Case report
Case history and clinical findings
Patient R. B., 22 years, female, white, was referred to the
Surgery and Bucomaxilofacial Traumatology Service of the
Brotherhood Central Hospital of the Santa Casa de
Miserico´rdia of Sa˜o Paulo for evaluation and treatment of
an growing mass in the maxilla. The patient reported that
such growth has evolved during a five months period. The in-
tra oral examination, showed that the tumoral lesion was lo-
cated in left upper alveolar cortical bone, extending from
the cuspid to the molar area. The lesion was asymptomatic
and was causing expansion of both corticals, showing a rub-
ber-like and mucous consistency and presented a normal
superficial tissue covering, both in consistency and color.
Imaging evaluations
Computed Tomography (helicoidal): axial and coronal sec-
tions (bone window) were obtained with 5 mm thick at
2.5 mm Intervals for coronal sections and 3 mm thick at
3 mm Intervals for axial sections (512 Imaging matrix). Such
section showed evident hypo attenuated mass with trabecu-
lated septs, showing a multilocular aspect, extending from
the left upper canine to the molar region. The tomographicimages also showed a slightly tapering and swelling of the
floor of the maxillary sinus and cortical distention in a buc-
cal and lingual direction that were breached in some regions
(Fig. 1A and B).
Magnetic resonance: to perform such a study, a conductor
of 1.0 T (Gyroscan T10-NT Philips) was used using a pre-
established protocol with axial and coronal images, in se-
quences T1-weighted spin echo (repetition teams ms/echo
teams ms = 500/14); T2WI turbo spin echo (repetition teams
ms/echo teams ms = 4041/100); Proton Density (PD) with fat
suppression (repetition teams ms/echo teams ms = 1128/
14). In all sequence where used a field of view 250 mm and
256 · 512 of Imaging matrix.
The MR images showed an expansive formation with
circular aspect, located in the alveolar process of the left
maxilla, causing a homolateral facial swelling. The lesion
presented with low intensity signal in the T1WI sequences
and predominantly heterogeneous high intensity signal in
T2WI (Fig. 2A and B).
Following the use of the paramagnetic agent (Gd-DTPA)
it was possible to observe in PD sequences, the intense
impregnation with heterogeneous signal, being in close
proximity with the sinus maxillary floor and determining
its crowding (Fig. 2C).
Management
An incisional biopsy was performed during the surgical pro-
cedure for tumoral resection, under local anesthesia by
using a cretition curettage. Such procedures enabled us to
diagnose the lesion as an odontogenic myxoma. In the same
surgical time three applications of cryotherapheutic agent
for 1 min were performed (Liquid Nitrogen 198 C) with
interval of 5 min between them. A surgical obturator for
protection of the wound was used under the sutured area.
Histologic characteristics
The histologic specimen was stained using hematoxi-
line-eosine. Such staining showed a neoplasia of odonto-
genic origin formed by an intense myxomatosous tissue
Figure 2 (A) Axial Section—The region of interest with low intensity signal in T1WI. Note the sewing to bucal and lingual sides and
the limits of the lesion. (B) The region of interest with high intensity signal in T2WI. The regions of low Intensity signal correspond
the area of bone septaes. (C) Intense impregnation of the paramagnetic agent with heterogeneous signal verified in T1WI.
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kles and small fusiform fibroblasts, with flabby deposits of
winding and delicate collagen and somemononuclear inflam-
matory cells, features that suggested the presence of an
odontogenic myxoma. The case was follow up and the recur-
rence was not evident.Discussion
Odontogenic myxoma usually involves bone and the radio-
graphic appearance is important to establish the diagnosis.
The radiographic characteristics of odontogenic myxoma is
variable depending on its developmental stage and its diag-
nosis is not performed easily.7 However, the surgical tech-
nique for the removal of the tumor resection, advanced
imaging studies like CT or MR8,9 must be used to define
clearly the margins of the tumor, thus facilitating the surgi-
cal procedure planning.9 Asuami et al.10 related that is
often difficult to radgrafphically distinguish odontogenic
myxomas from ameloblastomas. In their study, dynamic
MRI features are important for the differential diagnosis
and may be a useful tool for diagnosis of myxoma.
This report presents the findings of CT and MR for odon-
togenic myxoma arising in the left maxilla. Although several
reports on MR of myxoma in the soft tissue have been pub-
lished, few reports in the literature showing the MR appear-
ance of skeletal myxomas have been published.11,12
The results of a study of 21 odontogenic myxomas and
based on the radiographic findings, support the opinion that
myxomas are much more complex regarding their radio-graphic appearance.1 The authors reported that the unicys-
tics lesions are generally smaller as compared to multicystic
lesions. MacDonald-Jankowski et al.13 related that CT was
more likely to display a cortex perforation and pattern of
septa Into the lesion. In this reported case, CT images
showed a large multilocular lesion, extending from the left
upper canine to the left molars (axial section), a discrete
displacement of the maxillary sinus floor (coronal section)
and expansion of the buccal and lingual cortex with perfora-
tions in some regions. MRI images also depicted a well-de-
fined and smooth-walled mass lesion with high-signal
intensity on T2WIs and low signal intensity on T1WI. Such
a description is in accordance with Sumi et al.14 However,
Kawai et al.,15 reported that both T1WI and T2WI showed
intermediate signal intensity of the lesion. Asaumi et al.16
reported an intermediate intensity signal on T1WI and a
high-signal intensity on T2WI, which is not in accordance
with our findings on T1WI, which showed low signal
intensity. Our MR finding did not correspond to those
of skeletal myxomas evaluated in other studies,11,12 and
thus further studies are needed to evaluate for such
differences.
It is a fact that these methods of examinations for diag-
nosis, (CT and MRI), are not found in most departments of
oral pathology and surgery.
The treatment of odontogenic myxoma varies from sim-
ple enucleation and curettage to more extensive radical sur-
gery, followed by radiotherapy.17 In the case presents here,
conservative surgery was selected using three applications
of cryotherapheutic agents and the follow up of this patient
still continue.
136 R.N. Aquilino et al.To conclude, the odontogenic myxoma may present var-
iable features on imaging, when we use plain radiographs in
different projections, and in appropriate cases also three-
dimensional techniques as CT and MR. Due to the scarcity
of studies using MR imaging, the characteristics of the myx-
oma have not been established satisfactorily. Therefore,
additional studies are necessary to improve the diagnosis
of this lesion using the new imaging techniques that are
now available to image this pathology.
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